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Preface

For almost a decade, several state referenda and federal court decisions
have limited the ability of many universities to consider race and ethnicity
in admissions processes. With that background, in a real sense, this
committee’s assignment has been to examine the question of whether we, as
a nation, are properly utilizing the pool of applicants to training in the
health professions that we already have (or will have in the future). The
need and desire of the American people for competent, compassionate health
professionals who have the necessary communication skills for an increas-
ingly diverse society already exists and will only rapidly increase. Are we
getting all of the qualified students and faculty that we should from the
available applicant pool? From its inception, the committee also recognized
there is a need to answer the very important, but usually unspoken, ques-
tion of how does the broader society benefit by having increased diversity
among health care professionals, aside from the gratification of doing what
is morally right?

Stated more narrowly and precisely, the IOM was asked for a study
assessing the potential for institutional and policy-level strategies to in-
crease under-represented minority participation in the health professions.
In other words, do these two particular strata offer any unique potential to
increase diversity?

Our exploration therefore required the committee to assess (a) whether
our current institutional processes and policy-level factors are, at times
unintentionally creating barriers to providing the nation with the culturally
competent caregivers it needs, and (b) if so, how can they be improved? Can

x1ii
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Xiv PREFACE

some of the assumptions we have made for a great many decades be fairly
challenged, as to exactly what is “the best and the brightest?” Our commit-
tee believes they can be so challenged and, in fact, improved upon in light of
the twenty-first century needs of America.

Much of that “unspoken question” about value to the broader society
was addressed by the June 23, 2003, decision by the Supreme Court on the
Grutter v. Bollinger et al. case, when the majority opinion found there is
substantial evidence that the quality of the educational experience in a
university that has achieved a “critical mass” of diversity is significantly
greater than what is experienced without said diversity. It was necessary for
our committee to carefully examine that evidence, and go beyond, to draw
our own conclusions.

The Supreme Court further found that the need of the American society
for such better-educated future leaders, who are also better accustomed to
interacting with a diverse world community, as well as a more diverse
American society, is indeed a “compelling governmental interest.”

Logic would suggest the different problem-solving skills found amongst
those of diverse ethnic and cultural backgrounds should lead to more cre-
ative thinking about clinical, research, patient satisfaction, and/or cost prob-
lems, which are the bottom lines for health care. Every student and every
patient will be advantaged from the achievement of a critical mass of diver-
sity in all health profession education, not just the minority students and
minority patients.

The methodology employed by this committee involved researching the
pertinent literature, inviting much valued input from all key interested
parties in a series of six workshops, and, in particular, studying the existing
models of success in this activity. We have tried to identify and spotlight
those characteristics that seem to be essential to that success and to codify
them in a series of recommendations. These recommendations should be
seen as being generic, and applicable to each of the healing professions, not
simply to only one or the other of Dentistry, Medicine, Nursing, and Psy-
chology. We have also attempted to make due note when unique and inno-
vative programs were encountered that merit continued interest because of
their “thinking outside the box.”

Identifying needed modifications, however, is not enough. One should
not design a sailboat without identifying a realistic source of wind to make
it move. Similarly, with the objective of increasing diversity, there must be
such a credible source of wind to fill the sail. We believe that can best be
done in any professional endeavor through the standards which are set by
that profession. Accordingly, we invite the attention of the reader to the
standard-setting process (and how it might be improved or stimulated to
accept this task), of each of the components in health profession education.

Copyright © National Academy of Sciences. All rights reserved.
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Without coalescence around standards set by the professions themselves,
little movement will occur.

Of significant importance, however, is the need to remember that, in
the background remains the grim visage of the law. Justice O’Connor ar-
ticulated the majority opinion in Grutter v. Bollinger et al. that, while the
government’s compelling interest currently justifies this continued excep-
tion to an unflinching application of the Equal Protection Amendment, it is
not intended to be a permanent exception to that Amendment. She writes,
“We see no reason to exempt race-conscious admissions programs from the
requirement that all governmental use of race must have a logical end point.
... We expect that 25 years from now, the use of racial preferences will no
longer be necessary to further the interest approved today.”

The lesson is not subtle. The challenge to American society is clear. In
the view of the Court, 25 years (or one generation) from now, we as a
nation should have reached a place where there is no longer a compelling
need for an exception to the 14th Constitutional Amendment. This IOM
committee’s report offers important tools for that achievement, but keep in
mind that the clock is ticking.

The committee benefited from excellent staff support, under the leader-
ship of Study Director Brian D. Smedley, Ph.D., assisted by Adrienne Stith
Butler, Ph.D., and Thelma L. Cox, all of whom rose to every challenge,
including a tight time frame for the study. Our sponsor, the Kellogg Foun-
dation, was clear in their stated objective and unflagging in their interest
and support.

Our hope is that those who read this will find light for their paths and
then take action accordingly. Et facta est lux (“light is made”).

Lonnie R. Bristow, M.D.

Walnut Creek, CA
September 2003
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Executive Summary

HEALTH CARE’S COMPELLING INTEREST:
ENSURING DIVERSITY IN THE HEALTH-CARE WORKFORCE

ABSTRACT

The United States is rapidly becoming a more diverse nation,
as demonstrated by the fact that nonwhite racial and ethnic groups
will constitute a majority of the American population later in this
century. The representation of many of these groups (e.g., African
Americans, Hispanics, and Native Americans) within bealth pro-
fessions, however, is far below their representation in the general
population. Increasing racial and ethnic diversity among health
professionals is important because evidence indicates that diversity
is associated with improved access to care for racial and ethnic
minority patients, greater patient choice and satisfaction, and bet-
ter educational experiences for health professions students, among
many other benefits.

Many groups—including health professions educational insti-
tutions (HPEIs), private foundations, and state and federal govern-
ment agencies—have worked to increase the preparation and moti-
vation of underrepresented minority (URM) students to enter health
professions careers. Less attention, however, has been focused on
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2 IN THE NATION’S COMPELLING INTEREST

strategies to reduce institutional- and policy-level barriers to URM
participation in health professions training.

HPEIs can improve admissions policies and reduce barriers to
URM admission by developing a clear statement of mission that
recognizes the value of diversity in bealth professions education.
Admissions policies should be based on a comprebensive review of
each applicant, including an assessment of applicants’ attributes
that best support the mission of the institution (e.g., background,
experience, multilingual abilities). Admissions models should bal-
ance quantitative data (i.e., prior grades and standardized test
scores) with these qualitative characteristics.

The federal Health Resources and Services Administration
(HRSA) is a major funder of bealth professions training that seeks
to improve the quality and availability of diverse health profession-
als through an array of programs. These health professions pro-
grams should be evaluated to assess their effectiveness in increasing
the numbers of URM students enrolling and graduating from
HPEIs, and Congress should provide increased funding for pro-
grams shown to be effective in enbancing diversity. State and local
entities should increase support for diversity efforts through pro-
grams such as loan forgiveness, tuition reimbursement, loan repay-
ment, and other efforts. In addition, private entities should be
encouraged to collaborate through business partnerships with
HPEIs to support the goal of developing a more diverse health-care
workforce.

The U.S. Department of Education should strongly encourage
accreditation bodies to be more aggressive in formulating and en-
forcing standards that result in a critical mass of URMs throughout
the health professions. In addition, health professions education
accreditation bodies should develop explicit policies articulating
the value and importance of diversity among bealth professionals,
and monitor the progress of member institutions toward achieving
these goals.

HPEIs should develop and regularly evaluate comprebensive
strategies to improve the institutional climate for diversity. As part
of this process, HPEIs should proactively and regularly engage and
train students, house staff, and faculty regarding institutional di-
versity-related policies and expectations and the importance of di-
versity to the long-term institutional mission.

HPEI governing bodies should develop institutional objectives
consistent with community benefit principles that support the goal
of increasing health-care workforce diversity, including efforts to
ease financial and nonfinancial obstacles to URM participation,
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increase involvement of diverse local stakeholders in key decision-
making processes, and undertake initiatives that are responsive to
local, regional and societal imperatives. These objectives are best
assessed and enforced via the accreditation process.

EXECUTIVE SUMMARY

In a landmark decision that resolved over 5 years of litigation—and an
even longer period of contentious national debate—the U.S. Supreme Court
ruled in Grutter v. Bollinger et al. that the University of Michigan Law
School’s consideration of race and ethnicity as one of many factors in the
admissions process was lawful, because the practice was “narrowly tai-
lored” and did not violate the constitutional rights of nonminority appli-
cants. Perhaps more importantly, the Court declared that the university’s
position that achieving a “critical mass” of racial and ethnic diversity in its
law school was a compelling interest of the law school and the nation, a
rationale that will have far-reaching implications, not just for URM stu-
dents! but also for the nation as a whole.

Few professional fields will feel the impact of the decision in the Gruiter
case—and the potential influence of greater levels of racial and ethnic diver-
sity—as profoundly as the health professions. Health professions disci-
plines are grappling with the impact of major demographic changes in the
United States population, including a rapid increase in the proportions of
Americans who are nonwhite, who speak primary languages other than
English, and who hold a diverse range of cultural values and beliefs regard-
ing health and health care. Efforts to increase the proportions of URMs in
health professions fields, however, have met with limited success. To a
great extent, efforts to diversify health professions fields have been ham-
pered by gross inequalities in educational opportunity for students of differ-
ent racial and ethnic groups. Primary and secondary education for URM
students is, on average, far below the quality of education for non-URM

IFor purposes of this report, the study committee defines “underrepresented minorities” as
those racial and ethnic groups that are underrepresented in the heath professions relative to
their numbers in the general population. This definition allows individual institutions to
define which populations are underrepresented in its area of interest. The definition is consis-
tent with the definition of “underrepresented minorities in medicine” recently adopted by the
Association of American Medical Colleges (AAMC); previously, AAMC’s definition was lim-
ited to historically disadvantaged groups (e.g., African Americans, some Hispanic/Latino
groups, and Native Americans). The new definition takes into account the fact that many
other groups, such as subpopulations of Asian Americans, Pacific Islanders, and Latinos, are
also poorly represented among health professionals, and many in these communities face
barriers to accessing appropriate health care.
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students. The “supply” of URM students who are well-prepared for higher
education and advanced study in health professions fields has therefore
suffered.

Equally important, however, are efforts to reduce policy-level barriers
to URM participation in health professions training, and to increase the
institutional “demand” for URM students. For example, several events—
including public referenda (i.e., the California Civil Rights Initiative [Propo-
sition 209] and Initiative 200 in Washington state), judicial decisions (e.g.,
the Fifth District Court of Appeals finding in Hopwood v. Texas), and
lawsuits challenging affirmative action policies in 1995, 1996, and 1997—
forced many higher education institutions to abandon the use of race and
ethnicity as factors in admissions decisions (in some cases temporarily, in
light of the Supreme Court decision in Grutter), and to curtail race- and
ethnicity-based financial aid.

Given these problems—an increasing need for URM health profession-
als, policy challenges to affirmative action, and little progress toward en-
hancing the numbers of URM students prepared to enter health professions
careers—the W.K. Kellogg Foundation requested a study by the Institute of
Medicine (IOM) to assess institutional and policy-level strategies for achiev-
ing greater diversity among health-care professionals. Specifically, the IOM
was asked to:

e assess and describe potential benefits of greater racial and ethnic
diversity among health professionals;
e assess institutional and policy-level strategies that may increase di-
versity within the health professions, including:
o modifying HPEIs’ admissions practices,
o reducing financial barriers to health professions training among
minority and lower-income students,
o increasing the emphasis on diversity goals in HPEI program ac-
creditation,
o improving the HPEI campus “climate” for diversity, and
o considering the application of community benefit principles to
improve the accountability of nonprofit, tax exempt institutions (e.g., medi-
cal schools and teaching hospitals) to the diverse racial and ethnic commu-
nities they serve; and
¢ identify mechanisms to garner broad support among health profes-
sions leaders, community members, and other key stakeholders to imple-
ment these strategies.

This Executive Summary presents a shortened version of the study
committee’s full report, with summaries of the analysis, findings, and rec-
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ommendations.2 The reader is referred to the full report for a more detailed
discussion of the committee’s findings and recommendations.

Why Is Racial and Ethnic Diversity Important in
Health Professions Fields?

A preponderance of scientific evidence supports the importance of in-
creasing racial and ethnic diversity among health professionals. This evi-
dence (some of which is summarized below) demonstrates that greater
diversity among health professionals is associated with improved access to
care for racial and ethnic minority patients, greater patient choice and
satisfaction, better patient—provider communication, and better educational
experiences for all students while in training.

Racial and Ethnic Diversity Among Health Professionals and Access to
Health Care for Minority Patients

Racial and ethnic minority health care professionals are significantly
more likely than their white peers to serve minority and medically under-
served communities, thereby helping to improve problems of limited minor-
ity access to care. For example, URM physicians are more likely to treat
patients of color (Komaromy et al., 1996), indigent patients, and patients
that are sicker (Moy and Bartman, 1995; Cantor et al., 1996) than non-
URM physicians. Racial and ethnic minority dentists (Solomon et al., 2001)
and psychologists (Turner and Turner, 1996) are also more likely than their
white peers to practice in racial and ethnic minority communities.

Diversity and Minority Patient Choice and Satisfaction

Minority patients who have a choice are more likely to select health-
care professionals of their own racial or ethnic background (Saha et al.,
2000; LaVeist and Nuru-Jeter, 2002). Moreover, racial and ethnic minority
patients are generally more satisfied with the care that they receive from
minority professionals (Saha et al., 1999; LaVeist and Nuru-Jeter, 2002),
and minority patients’ ratings of the quality of their health care are gener-
ally higher in racially concordant than in racially discordant settings (Coo-
per-Patrick et al., 1999).

2Recommendations in this Executive Summary are presented in the order in which they
appear and as they are designated in the full report. Enumeration is based on the chapter in
which the recommendations are presented. Enumeration begins with recommendations pre-
sented in Chapter 2, which are designated as 2-1, 2-2, and so on.
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Diversity and Quality of Training for Health Professionals

Diversity in health professions training settings may assist in efforts to
improve the cross-cultural training and cultural competencies of all train-
ees. Interaction among students from diverse backgrounds in training set-
tings may help students to challenge assumptions and broaden perspectives
regarding racial, ethnic, and cultural differences (Cohen, 2003; Whitla et
al., 2003). In addition, there is growing evidence, primarily from studies of
college students’ undergraduate experiences, that campus diversity experi-
ences are associated with gains in all students’ learning outcomes and com-
munity involvement (e.g., Gurin et al., 2002; Antonio et al., in press; Whitla
et al., 2003).

Despite the importance of diversity in health professions, African
Americans, American Indians and Alaska Natives, many Hispanic/Latino
populations, and some Asian American (e.g., Hmong and other Southeast
Asians) and Pacific Islander groups (e.g., Native Hawaiians) are grossly
underrepresented among the nation’s health professionals. A range of insti-
tutional and policy-level strategies to increase the presence of URMs in the
health professions are discussed below.

Reconceptualizing Admissions Policies and Practices

Although admissions practices vary by institution and discipline, ad-
mission into many HPEIs remains a highly competitive process, in which
many talented applicants compete for a limited number of slots. For a range
of reasons, including efficiency in sorting through a large number of appli-
cants, and to attain a reasonable expectation of how applicants can be
expected to perform in HPEIs, many admissions committees rely heavily on
quantitative information, such as applicants’ prior grades and standardized
test scores, in identifying those applicants that will receive serious consider-
ation.

Standardized test scores are generally good predictors of subsequent
academic performance but have been used—in some cases inappropriately—
as a barometer of applicants’ academic “merit,” often to the detriment of
URM students. Some higher education institutions, as well as many among
the general public, cling to the belief that admissions tests measure a “com-
pelling distillation of academic merit” (National Research Council, 1999).
Yet standardized admissions tests do not measure the full range of abilities
that are needed to succeed in higher education (Sternberg and Williams,
1997), nor were they designed to. In addition, test scores are malleable, and
are not indicative of fine distinctions between individual applicants. Admis-
sions tests, whether they measure aptitude or achievement, are therefore
best viewed as imprecise estimates of how students might be expected to
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perform in specific educational contexts, and are best used to sort appli-
cants into broad categories (National Research Council, 1999).

URM students typically score lower than their white or Asian Ameri-
can peers on a range of standardized tests, including the SAT, GRE, and
MCAT. This disparity occurs for a variety of reasons, but principally be-
cause of poorer educational opportunities afforded to African American,
Latino, and American Indian/Alaska Native students. These students are
more likely than non-URM students to attend schools that are racially and
economically segregated, poorly funded, offer few (if any) advanced place-
ment and college preparatory classes, have fewer credentialed teachers, and
suffer from a climate of low expectations (American Sociological Associa-
tion, 2003; Camara and Schmidt, 1999). Moreover, even among those
URM students who are invested in high academic performance, social and
psychological factors—such as the pressure to perform above levels sug-
gested by stereotypes of low minority academic ability—may serve to sup-
press their test performance (Steele, 1997; Steele and Aronson, 1995).

When quantitative variables such as standardized test scores are
weighted heavily in the admissions process, URM applicants, because of
their generally poorer academic preparation and test performance, are less
successful in gaining admission than non-URM applicants. Absent admis-
sions practices that allow applicants’ race or ethnicity to be considered
along with other personal characteristics of applicants, URM student par-
ticipation in health professions education is likely to decline sharply. States
that have implemented “percent solution” admissions strategies (i.e., where
a top percentage of high school graduates are guaranteed admission to the
state university system) have found that URM admissions have generally
not increased (Tienda et al., 2003; Horn and Flores, 2003; Marin and Lee,
2003). In addition, an analysis by the Association of American Medical
Colleges of the likely impact of “race-neutral” admissions policies in medi-
cal schools reveals that 70 percent fewer URM students would gain admis-
sion under such conditions (Cohen, 2003).

These barriers to URM admission have led some HPEIs to recon-
ceptualize their admissions policies and practices to place greater weight on
applicants’ qualitative attributes, such as leadership, commitment to ser-
vice, community orientation, experience with diverse groups, and other
factors. This shift of emphasis to professional and “humanistic” factors is
also consistent with a growing recognition in health professions fields that
these attributes must receive greater attention in the admissions process to
maintain professional quality, to ensure that future health professionals are
prepared to address societal needs, and to maintain the public’s trust in the
integrity and skill of health professionals (Edwards et al., 2001). Anecdot-
ally, evidence suggests that this shift may also reduce barriers to admission
of qualified URM applicants, thereby achieving the dual goals of improving
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both the quality and diversity of health professions students (Garcia et al.,
2003; Maldonado, 2001). Several HPEIs have adopted admissions policies
that:

¢ Encourage admissions procedures to closely follow the institutions’
stated mission with regard to teaching, research, and service—particularly
if the needs of medically underserved communities are a part of the institu-
tional mission;

e Encourage a comprehensive review of applicants’ files, to under-
stand how students’ personal, community, and professional backgrounds
may influence students’ prior academic performance and contribute to the
learning environment;

e Require admissions committee members to receive training aimed at
improving their ability to assess underrepresented applicants and sharpen-
ing interviewing skills;

¢ De-emphasize standardized test data in the admissions equation,
after a diverse group of academically qualified candidates are identified;
and

¢ Include representatives from groups affected by the institution’s ad-
missions decisions on admissions committees and increase incentives for
faculty participation on admissions committees.

Recommendation 2-1: HPEIs? should develop, disseminate, and uti-
lize a clear statement of mission that recognizes the value of diversity in
enhancing its mission and that of the relevant health-care professions.

Recommendation 2-2: HPEIs should establish explicit policies regard-
ing the value and importance the institution places on the teaching and
provision of culturally competent care and the role of institutional
diversity in achieving this goal.

Recommendation 2-3: Admissions should be based on a comprehen-
sive review of each applicant, including an assessment of applicants’
attributes that best support the mission of the institution (e.g., race/
ethnicity, background, experience, multilingual abilities). Admissions
models should balance quantitative data (i.e., prior grades and stan-
dardized test scores) with these qualitative characteristics.

Recommendation 2-4: Admissions committees should include voting
representation from underrepresented groups. In addition, HPEIs

3Recommendations regarding admissions policies and practices are intended to apply to
HPEIs, whether free-standing or affiliated with a university or embedded in another institu-
tion.
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should provide special incentives to faculty for participation on admis-
sions committees (e.g., by providing additional weight or consideration
for service during promotion review) and provide training for commit-
tee members on the importance of diversity efforts and means to im-
prove diversity within the committee purview.

Reducing Financial Barriers to URM Participation in
Health Professions Education

The costs associated with health professions training pose a significant
barrier for many URM students, whose economic resources are lower, on
average, than non-URM students. In recent years, financial barriers to both
undergraduate and graduate education have risen sharply due to shifts in
policies and priorities at the federal, state, and institutional levels. Tuition
and other educational costs have climbed steadily, while at the same time
sources of grant aid have decreased (Advisory Committee on Student Fi-
nancial Assistance, 2002). The trends toward increased tuition costs and
decreased need-based aid have resulted in higher levels of unmet need for
lower-income students. The impact of high unmet need can be considerable
on low-income students, even those who are academically prepared for the
challenges of higher education. Low-income students with high unmet need
are significantly less likely to expect to finish college; plan to attend a 4-year
college after graduating from high school; take entrance exams; and apply,
enroll, and persist to degree completion than high-income students with
low unmet need (Advisory Committee on Student Financial Assistance,
2002; College Board, 2003; U.S. Department of Education, 2003).

Student financial assistance for health professions education is pro-
vided by a number of federal, state, and private sources. At the federal level,
the Health Resources and Services Administration (HRSA) is the primary
funder for health professions programs that either target or in some way
include URM students, practitioners, and/or faculty. HRSA is charged with
administering Title VII and Title VIII of the Public Health Service Act.
These titles authorize funding, through a variety of programs for students
and institutions, in order to increase the quality of the education and train-
ing of the primary care provider workforce, with special attention to the
geographic, racial, and ethnic diversity of the United States health-care
workforce. Title VII applies to medicine and dentistry (and in many cases
mental health), while Title VIII pertains to nursing. These programs have
provided support for many URM health professions students, yet Congres-
sional appropriations for these programs have fluctuated as a result of
budget pressures.

Among private sources of funding for URM health professions stu-
dents, several organizations have contributed significantly toward scholar-
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ships, loan repayment, and stipend programs, in addition to mentoring and
other support programs to enhance URM representation in health profes-
sions. These include the National Medical Fellowships, The California En-
dowment, the California Wellness Foundation, the W.K. Kellogg Founda-
tion, the Ford Foundation, and the Robert Wood Johnson Foundation.

The large variety and scope of public and private efforts for funding
URMs in health profession education make it difficult to assess if and how
well these programs work together and complement one another in their
efforts. While there are many programs targeting URM students who are
entering graduate education, many of these same programs, as well as a
host of others, also engage in pipeline efforts. The result is “a discontinuity
of interventions across regions and across stages of the educational pipe-
line, making it difficult to sustain gains from one educational stage to the
next” (Grumbach et al., 2002). Coordination and communication among
various programs will help allow programs to better plan their own efforts
and determine additional needs.

Recommendation 3-1: HRSA’s health professions programs should be
evaluated to assess their effectiveness in increasing the numbers of
URM students enrolling and graduating from HPEIs to ensure that
they maximize URM participation.

Recommendation 3-2: Congress should increase funding for Public
Health Service Act Titles VII and VIII programs shown to be effective
in increasing diversity, and should develop other financial mechanisms
to enhance the diversity of the health-care workforce.

Some public and private entities have developed innovative collabora-
tions to provide student financial support and institutional diversity efforts
in ways that may increase the number of URM students in health profes-
sions programs. For example, the University of Colorado Health Sciences
School of Dentistry has partnered with the Orthodontic Education Com-
pany (OEC) to establish a new dental center that they hope will address the
shortage of orthodontists, provide low-cost care to children in underserved
areas, and attract individuals from these communities to dental careers. The
OEC provides scholarships and stipends in exchange for service in OEC
private or group practices following graduation. The University of Colo-
rado will establish and administer the program, supported by an investment
of almost $100 million by the OEC. In other efforts, New York State has
initiated the Minority Participation in Medical Education Grant Program,
which provides funds to institutions to enhance minority recruitment and
retention, develop minority student mentoring programs, develop medical
career pathways for minority students, and develop minority faculty role
models. A second program initiated by the state, the Graduate Medical
Education (GME) Reform Incentive Pool, seeks to increase the representa-
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tion of minorities in graduate medical education, increase the number of
residents in primary care, and promote practice in underserved areas, among
other goals. The program provides funds to hospitals and groups of train-
ing institutions.

Recommendation 3-3: State and local entities, working where appro-
priate with HPEIs, should increase support for diversity efforts through
programs such as loan forgiveness, tuition reimbursement, loan re-
payment, GME, and supportive affiliations with community-based
providers.

Recommendation 3-4: Private entities should be encouraged to col-
laborate through business partnerships and other entrepreneurial rela-
tionships with HPEIs to support the common goal of developing a
more diverse health-care workforce.

Accreditation as a Key to Increase Diversity in Health Professions

Accreditation is the process by which nongovernmental organizations
set standards for and monitor the quality of educational programs provided
by member institutions. Accreditation is a voluntary process of institutional
self-regulation, often conducted within the broad framework of standards
established by the U.S. Department of Education and the Council for Higher
Education Accreditation (CHEA). By setting standards for educational pro-
grams and methods for institutional peer review, accrediting bodies ad-
vance academic quality, ensure accountability to the public, encourage
institutional progress and improvement, and provide a mechanism for con-
tinual assessment of broad educational goals for higher education. As such,
accreditation is an important vehicle for institutional change, and a poten-
tial means to enhance diversity in health professions.

The increasing diversity of the United States population requires that
accreditation bodies be responsive to demographic changes and develop
and enforce standards that ensure that health professionals are prepared to
serve diverse segments of the population. As one accreditation official noted
during a public workshop hosted by the study committee, “Our role is to
serve the public.” Given that almost all accreditation bodies view public
service and accountability as central to their mission, establishing and moni-
toring goals related to diversity among health-care professions can be un-
ambiguously viewed as an important aspect of this effort.

Accreditation bodies may take varying approaches in efforts to accom-
plish these goals. The standards and practices adopted by the American
Psychological Association (APA), however, are instructive and offer several
approaches for accreditation standards to address diversity concerns (APA
Committee on Accreditation, 2002):
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1. Develop a plan to achieve diversity, consistent with the institutional
mission, and demonstrate efforts to reach diversity goals.

2. Develop standards that encourage the development and infusion of
diversity-related curricula throughout the training program.

3. Regularly monitor and evaluate the efforts of accredited institutions
in achieving their diversity goals.

4. Apply graduated sanctions and reinforcement from the accrediting
body to “shape” appropriate diversity efforts.

5. Seek community representation on standard-setting bodies.

6. Seek diverse representation on peer review teams.

APA’s accreditation standards have contributed to an increased level of
attention and effort among psychology education and training institutions
in addressing diversity concerns (Zlotlow, 2003). Some of these programs,
for example, have developed new websites devoted to promoting and en-
hancing diversity-related institutional policies and curriculums, and accredi-
tation standards have promoted greater sharing among training programs
regarding strategies to improve minority recruitment and retention efforts
(Zlotlow, 2003).

Recommendation 4-1: The U.S. Department of Education should
strongly encourage accreditation bodies to be more aggressive in for-
mulating and enforcing standards that result in a critical mass of URMs
throughout the health professions.

Recommendations 4-2: Health professions education accreditation
bodies should develop explicit policies articulating the value and im-
portance of providing culturally competent health care and the role it
sees for racial and ethnic diversity among health professionals in achiev-
ing this goal.

Recommendation 4-3: Health professions education accreditation bod-
ies should develop standards and criteria that more effectively encour-
age health professions schools to recruit URM students and faculty, to
develop cultural competence curricula, and to develop an institutional
climate that encourages and sustains the development of a critical mass
of diversity.

Recommendation 4-4: Accreditation standards should include criteria
to assess the number and percentage of URM candidates, students
admitted and graduated, time to degree, and number and level of
URM faculty.

Recommendation 4-5: Accreditation-related advisory boards and ac-
creditation bodies should include URMs and other individuals with
expertise in diversity and cultural competence.
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Recommendation 4-6: If diversity-related standards are not met, the
institution should be required to declare formally what steps will be put
in place to address the deficiencies. Repeated deficiencies should result
in accreditation-related sanctions.

Transforming the Institutional Climate to Enhance Diversity

The institutional climate for diversity—defined as the perceptions, atti-
tudes, and values that define the institution, particularly as seen from the
perspectives of individuals of different racial or ethnic backgrounds—can
exert a profound influence on diversity efforts. Diversity is most often
viewed as the proportion and number of individuals from groups under-
represented among students, faculty, administrators, and staff (i.e., struc-
tural diversity). Diversity, however, can also be conceptualized as the diver-
sity of interactions that take place on campus (e.g., the quality and quantity
of interactions across diverse groups and the exchange of diverse ideas), as
well as campus diversity-related initiatives and pedagogy (e.g., the range
and quality of curricula and programming pertaining to diversity, such as
cultural activities and cultural awareness workshops; Hurtado et al., 1999).
Each of these elements of diversity must be carefully considered as institu-
tions assess their diversity goals.

The institutional climate for diversity is influenced by several elements
of the institutional context, including the degree of structural diversity, the
historical legacy of inclusion or exclusion of students and faculty of color,
the psychological climate (i.e., perceptions of the degree of racial tension
and discrimination on campus), and the behavioral dimension (i.e., the
quality and quantity of interactions across diverse groups and diversity-
related pedagogy; Hurtado et al., 1999). Each of the dimensions of the
institutional climate may influence diversity efforts, in both positive and
negative ways. More importantly, the institutional climate is malleable and
can be altered through interventions aimed at each element of the institu-
tional context.

How Can Health Professions Education Institutions Enbance the
Institutional Climate for Diversity?

Building on this research and theory, Hurtado et al. (1999) outline 12
strategies for helping institutions to achieve an improved climate for diver-
sity and to maximize the benefits of diversity. The first four principles (i.e.,
affirm the value of diversity, systematically assess the climate, develop a
plan of action, and institute on-going evaluation of the plan) are “core” to
any institutional efforts for change, while the remaining eight offer guid-
ance for the development of new programs and policies. Hurtado and
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colleagues stress that these principles represent a comprehensive, “holistic”
approach to institutional change and require that institutions possess strong
leadership, adequate resources to support change efforts, strong planning
and evaluation, and a long-term commitment to diversity goals.

Recruitment, Hiring, and Retention of Underrepresented
Minority Faculty

Enhancing the racial and ethnic diversity of health professions educa-
tion faculty can provide support for URM students in the form of role
models and mentors, lead to important pedagogical changes, and “bring
new kinds of scholarship to an institution, educate students on issues of
growing importance to society, and offer links to communities not often
connected to our campuses” (Smith, 2000, p. 51). HPEIs can take several
steps to improve their efforts to recruit minority faculty. To begin, institu-
tions should carefully examine their mission statement and assess how
faculty diversity assists the institution to meet its goals. Identifying and
recruiting qualified URM faculty candidates can be improved by utilizing
active search processes that go beyond simply posting positions and recruit-
ing though networks that are familiar to the faculty. Search committees
should be diverse, to help in assessing and evaluating candidates of different
backgrounds, and should have a close working relationship with the uni-
versity administration to ensure the success of the search process. Finally,
post-hiring support is critical for many URM faculty members to address
the challenges of earning tenure, balancing teaching and research, and other
faculty concerns (Smith, 2000).

Minority Student Recruitment and Retention

Several HPEIs have implemented successful URM student recruitment
and retention programs. Some elements of successful recruitment efforts
include developing academic and educational partnerships with minority-
serving institutions, addressing financial barriers, targeting outreach to
URM students, and engaging pre-health advisors. As significantly, institu-
tions should develop comprehensive strategies to retain URM students, by
instituting a range of academic and social supports, including faculty and
peer mentoring, tutoring and academic skills assessment, and teaching study
skills. Institutions may increase opportunities for URM students to inte-
grate themselves into the campus community (and take advantage of sup-
port programs) through both ethnic- and racial-group interest organiza-
tions, as well as general campus programs, such as orientation programs
that clearly outline the institutions’ expectations regarding diversity-related
policies and goals, and sensitivity training programs that increase aware-
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ness and understanding of diversity in the campus context. A confidential
ombudsman program may assist efforts to improve the campus climate for
diversity by providing an informal mediation process to gather information
about complaints, advise individuals about how to resolve disputes infor-
mally, mediate disputes, seek “win—-win” resolution of problems, and ad-
vise individuals about more formal grievance procedures should informal
efforts fail (Steinhardt and Connell, 2002).

Recommendation 5-1: HPEIs should develop and regularly evaluate
comprehensive strategies to improve the institutional climate for diver-
sity. These strategies should attend not only to the structural dimen-
sions of diversity, but also to the range of other dimensions (e.g., psy-
chological and behavioral) that affect the success of institutional
diversity efforts.

Recommendation 5-2: HPFEIs should proactively and regularly engage
and train students, house staff, and faculty regarding institutional di-
versity-related policies and expectations, the principles that underlie
these policies, and the importance of diversity to the long-term institu-
tional mission. Faculty should be able to demonstrate specific progress
toward achieving institutional diversity goals as part of the promotion
and merit process.

Recommendation 5-3: HPEIs should establish an informal, confiden-
tial mediation process for students and faculty who experience barriers
to institutional diversity goals (e.g., experiences of discrimination, ha-
rassment).

Recommendation 5-4: HPEIs should be encouraged to affiliate with
community-based health-care facilities in order to attract and train a
more diverse and culturally competent workforce and to increase ac-
cess to health care.

Community Benefit Principles and Diversity

Community benefit is a legal term that applies to charitable activities
that benefit the community as a whole. For over 100 years, federal tax law
has recognized the significant role of charitable trusts (nonprofits that serve
“religious, charitable, scientific, literary, or educational purposes) in fur-
thering governmental and social goals, providing for income tax exemption
for qualifying organizations. The framework of charitable trust has been
adopted and maintained in every update of the tax code since the original
ruling. Historically, this framework has expanded beyond early “relief of
poverty” criteria for hospitals to qualify for tax exemption as 501(c)(3)
nonprofit organizations, to more recent IRS rulings that removed the re-
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quirement to provide services for the poor, and identified the promotion of
health (i.e., community benefit) as a charitable purpose.

Since then, some states have established formal guidelines for non-
profit hospitals and nursing homes. States such as New York have required
the development and implementation of “community service plans” by
nonprofit hospitals. Requirements include an annual review of the hospital
mission statement, publication of hospital assets and liabilities, an assess-
ment of community needs and hospital strategies to address them, and the
solicitation of input from community stakeholders. The Utah State Tax
Commission issued a set of formal guidelines for nonprofit hospitals and
nursing homes that included a requirement for a minimum financial thresh-
old of contributions that exceed the annual property tax liability of each
facility. The legal requirements New York and Utah placed upon nonprofit
health-care providers reflect two alternative approaches that have marked
subsequent state actions in this arena: a general reporting requirement (NY)
and the establishment of a minimum financial threshold (UT).

Between 1990 and 2001, a total of eleven states implemented some
form of legal mechanism to increase the accountability of nonprofit health-
care providers. Eight of the eleven took the general reporting requirement
approach; three took the minimum financial threshold approach. In addi-
tion, states are requiring such activities as:

e community assessments to identify local unmet needs,

e solicitation of community input in the development of community
benefit plans, and

e review of organizational mission statements to reflect a commitment
to address community health needs.

These efforts have yielded mixed results, primarily because of inconsis-
tencies in the application of community benefit regulations and inadequate
administrative resources for states to provide oversight regarding compli-
ance. States with reporting requirements, for example, find that there are
numerous examples of promising programs, but substantial variability in
the quality and specificity of reporting make it impossible to conduct a
reliable comparative analysis of performance. Many states lack uniform
guidelines for reporting. In addition, many nonprofit hospitals lack the
infrastructure and competencies to design, implement, and monitor com-
munity benefit activities.

A central question of this study is to what extent community benefit
principles can assist policy efforts to enhance diversity in health profes-
sions. Though community benefit principles offer an attractive framework
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for holding health professional training programs and their institutional
sponsors accountable for advancing goals tied to racial and ethnic diversity
of their students and trainees, from a legal perspective, it is important that
the principles be applied in the most effective venue. In that regard, while
community benefit laws and associated public expectations have evolved
out of a tax exemption context, the most practical application of concepts
for increased institutional accountability are outside of the tax exemption
arena, and are best applied in the accreditation world.

Community benefit principles provide insights for the public expecta-
tions of both nonprofit health-care providers and institutions that train
these providers. Just as nonprofit hospitals are expected to play a role in
addressing priority unmet needs in local communities, HPEIs can appropri-
ately be expected to play a direct role in responding to priority unmet
health needs at the local and/or societal level. Furthermore, for publicly
sponsored colleges and universities, community benefit concepts might also
link governmental subsidies for these public institutions of higher education
to performance measures related to student and trainee diversity goals.
Community benefit principles should therefore form a conceptual corner-
stone by which health professions education accreditation organizations
and state governments can set expectations for the advancement of societal
goals tied to racial and ethnic diversity of the health-care workforce.

Recommendation 6-1: HPEI governing bodies should develop institu-
tional objectives consistent with community benefit principles that sup-
port the goal of increasing health-care workforce diversity including,
but not limited to efforts to ease financial and nonfinancial obstacles to
URM participation, increase involvement of diverse local stakeholders
in key decision-making processes, and undertake initiatives that are
responsive to local, regional, and societal imperatives (see Recommen-
dation 5-4).

Recommendation 6-2: Health professions accreditation institutions
should explore the development of new standards that acknowledge
and reinforce efforts by HPEIs to implement community benefit prin-
ciples as they relate to increasing health-care workforce diversity.

Recommendation 6-3: HPEIs should develop a mechanism to inform
the public of progress toward and outcomes of efforts to provide equal
health care to minorities, reduce health disparities, and increase the
diversity of the health-care workforce.

Recommendation 6-4: Private and public (e.g., federal, state, and local
governments) entities should convene major community benefit stake-
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holders (e.g., community advocates, academic institutions, health-care
providers), to inform them about community benefit standards and to
build awareness that placing a priority on diversity and cultural compe-
tency programs is a societal expectation of all institutions that receive
any form of public funding.

Mechanisms to Garner Support for Diversity Efforts

Several mechanisms offer promise to increase the general public and
key stakeholders’ understanding of the need for and benefits of greater
diversity among health professionals. This kind of understanding is neces-
sary in order to effectively develop and implement institutional and policy-
level strategies to increase diversity among health professionals. Implemen-
tation of these strategies should begin with efforts to collect data and
conduct additional research to assess diversity among health professionals
and in health professions education and to further identify the benefits of
diversity for health care service delivery. Educational initiatives should be-
gin with health professionals, HPEIs, and the communities that they serve.
Other stakeholders—including business and corporate leaders, community
and grassroots groups, organized labor, policy makers, and elected repre-
sentatives, among many others—should also be involved in diversity ef-
forts, specifically by forming broad coalitions to advocate for policies to
enhance diversity. Several innovative examples of such efforts are under-
way nationwide, and should be expanded.

Recommendation 7-1: Additional data collection and research are
needed to more thoroughly characterize URM participation in the
health professions and in health professions education and to further
assess the benefits of diversity among health professionals, particularly
with regard to the potential economic benefits of diversity.

Recommendation 7-2: Local and national efforts must be undertaken
to increase broad stakeholders’ understanding of and consensus regard-
ing steps that should be taken to enhance diversity among health pro-
fessionals.

Recommendation 7-3: Broad coalitions should advocate to vigorously
encourage HPEIs, their accreditation bodies, and federal and state
sources of health professions student financial aid to adopt policies to
enhance diversity among health professionals.
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BOX ES-1
Summary of Recommendations

IMPROVING ADMISSIONS POLICIES AND PRACTICES. HPEIs should:

e Develop, disseminate, and utilize a clear statement of mission that recog-
nizes the value of diversity;

* Establish explicit policies regarding the value and importance of culturally
competent care and the role of institutional diversity in achieving this goal;

* Base admissions decisions on a comprehensive review of each applicant,
and balance the consideration of quantitative and qualitative data; and

* Include voting representation from underrepresented groups on admissions
committees and provide special incentives to faculty for participation.

REDUCING FINANCIAL BARRIERS TO HEALTH PROFESSIONS TRAINING

* HRSA’s health professions training programs should be evaluated to en-
sure that they maximize URM participation;

e Congress should increase funding for Public Health Service Act Titles VII
and VIII programs shown to be effective in increasing diversity;

* Federal and state health agencies should increase support for diversity ef-
forts through programs such as loan forgiveness, tuition reimbursement, loan re-
payment, GME, and supportive affiliations with community-based providers; and

* Public—private collaboration should be encouraged to support the common
goal of developing a more diverse health-care workforce.

ENCOURAGING DIVERSITY EFFORTS THROUGH ACCREDITATION. Accredi-
tation bodies should:

e Formulate and enforce diversity-related standards;

* Develop explicit policies articulating the value and importance of culturally
competent health care and the role for racial and ethnic diversity in achieving this
goal;

* Develop standards and criteria that encourage and support URM student
and faculty participation;

* Include criteria and standards to assess the success of diversity efforts;

¢ Include URMs and other individuals with expertise in cultural competence
and diversity on accreditation bodies and advisory groups; and

e Apply sanctions if diversity-related standards are not met.

IMPROVING THE INSTITUTIONAL CLIMATE FOR DIVERSITY. HPEIls should:

e Develop and regularly evaluate comprehensive strategies to improve the
institutional climate for diversity;

* Proactively and regularly engage and train students, house staff, and facul-
ty regarding institutional diversity-related policies and expectations and the impor-
tance of diversity;

e Establish an informal, confidential mediation process for students and facul-
ty who experience barriers to institutional diversity goals; and

» Affiliate with community-based health-care facilities in order to attract and
train a more diverse and culturally competent workforce and to increase access to
health care.

Continued
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BOX ES-1 Continued

APPLYING COMMUNITY BENEFIT PRINCIPLES TO DIVERSITY EFFORTS.
HPElIs and relevant public and private groups should:

e Develop institutional objectives consistent with community benefit princi-
ples that support the goal of increasing health-care workforce diversity, and rein-
force these efforts through program accreditation;

* Explore the development of new standards that acknowledge and reinforce
efforts to implement community benefit principles as they relate to increasing
health-care workforce diversity;

e Develop a mechanism to inform the public of progress toward diversity ef-
forts; and

e Convene major community benefit stakeholders to inform them about com-
munity benefit standards and their relationship to diversity.

MECHANISMS TO ENCOURAGE SUPPORT FOR DIVERSITY EFFORTS
include:

* Additional research and data collection on diversity and its benefits;

» Efforts to increase broad stakeholders’ understanding of and consensus
regarding steps that should be taken to enhance diversity among health profes-
sionals; and

* The development of broad coalitions to encourage HPEIs, their accredita-
tion bodies, and federal and state sources of health professions student financial
aid to adopt policies to enhance diversity among health professionals.
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Introduction

INSTITUTIONAL AND POLICY-LEVEL STRATEGIES FOR
INCREASING THE DIVERSITY OF THE
U.S. HEALTH-CARE WORKFORCE

The United States is rapidly transforming into one of the most racially
and ethnically diverse nations in the world. Groups commonly referred to
as minorities—including Asian Americans, Pacific Islanders, African Ameri-
cans, Hispanics, American Indians, and Alaska Natives—are the fastest-
growing segments of the population and are emerging as the nation’s ma-
jority. Since 2000, for example, Hispanics accounted for 3.5 million—or
over one-half—of the population increase of 6.9 million individuals in the
United States. The number of Asian Americans grew at a larger proportion
(9 percent) than any other racial or ethnic group during this same time
period. And in at least three states (California, Hawaii, and New Mexico)
and the District of Columbia, these groups constitute a majority of the
population (U.S. Bureau of the Census, 2003).

Despite the rapid growth of racial and ethnic minority groups in the
United States, their representation among the nation’s health professionals
has grown only modestly at best over the past 25 years, producing a trend
in which the proportion of minorities in the population outstrips their
representation among health professionals by several fold.! Hispanics, for

IThis is not meant to imply that racial and ethnic minority patients receive better health
care when treated by providers who are of the same race or ethnicity, or that nonminority
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example, comprise over 12 percent of the U.S population, but only 2 per-
cent of the registered nurse population, 3.4 percent of psychologists, and
3.5 percent of physicians. Similarly, one in eight individuals in the United
States is African American, yet less than one in twenty dentists or physi-
cians is African American.

These stark figures, in part, have prompted many major health profes-
sions organizations and health professions educational institutions (HPEIs)
to develop initiatives to increase the proportion of underrepresented mi-
norities (URM)? in health professions fields. These efforts, however, have
met with limited success. To a great extent, efforts to diversify health
professions fields have been hampered by gross inequalities in educational
opportunity for students of minority racial and ethnic groups. Primary and
secondary education for URM students is, on average, far below the quality
of education for non-URM students. Proportionately fewer URM students
enter higher education than their white or Asian American peers, and an
even smaller percentage of these go on to graduate (post-baccalaureate)
study. The “supply” of URM students who are well-prepared for higher
education and advanced study in health professions fields has therefore
suffered.

Equally important, however, are efforts to reduce policy-level barriers
to URM participation in health professions training, and to increase the
institutional “demand” for URM students. For example, several events—
including public referenda (i.e., Proposition 209 in California and Initiative
200 in Washington state), judicial decisions (e.g., the Fifth District Court of
Appeals finding in Hopwood v. Texas), and lawsuits challenging affirma-
tive action policies in 1995, 1996, and 1997—forced many higher educa-
tion institutions to abandon the use of race and ethnicity as factors in
admissions decisions (in some cases temporarily, in light of the June 2003
Supreme Court decision in Grutter v. Bollinger, in which white plaintiffs
sued—unsuccessfully—in an effort to halt the University of Michigan’s
admissions policies that consider applicants’ race and ethnicity as one of

providers are less capable than minorities of providing high-quality care to these populations.
Rather—as will be discussed later in this chapter and throughout the report—greater racial
and ethnic diversity in health professions may offer broad benefits to help improve health-
care access for minorities and improve the cultural competency of all health-care providers
and the health systems in which they work.

2URMs are defined as those racial and ethnic populations that are underrepresented in the
heath professions relative to their numbers in the general population. This definition allows
individual institutions to define which populations are underrepresented in its area of interest.
See the subsection on “Which Racial and Ethnic Groups Are Examined?” later in this chapter
for a fuller explanation of this definition.
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many factors in the admissions process® ), and to curtail race- and ethnicity-
based financial aid.

Given these problems—an increasing need for minority health profes-
sionals, policy challenges to affirmative action, and little progress toward
enhancing the numbers of URM students prepared to enter health profes-
sions careers—the W.K. Kellogg Foundation requested a study by the Insti-
tute of Medicine to assess institutional and policy-level strategies for achiev-
ing greater diversity among health-care professionals. Institutional and
policy-level strategies are defined as specific policies or programs of health
professions schools, associations, accreditation bodies, health-care organi-
zations/systems, or state and federal governments, designed to increase
access to health professions careers among underrepresented racial and
ethnic minority groups, as a means of increasing the likelihood that “pipe-
line” efforts* to increase diversity will succeed. Specifically, the IOM was
asked to:

e assess and describe potential benefits of greater racial and ethnic
diversity among health professionals;

e assess institutional and policy-level strategies that may increase di-
versity within the health professions, including:

o modifying graduate health professions training programs’ admis-
sions practices;

o increasing the emphasis in health professions program accredita-
tion on enhancing diversity in training programs and developing cross-
cultural skills and competencies of health professions trainees;

o improving the campus “climate” for diversity, including efforts to
recruit and support URM students and faculty and facilitate learning within
a context of diversity;

o modifying the financing and funding of health professions train-
ing in order to reduce financial barriers to health professions training among
minority and lower-income students; and

3In a landmark decision that resolved over five years of litigation—and an even longer
period of contentious national debate—the U.S. Supreme Court ruled in Grutter v. Bollinger
et al. that the University of Michigan Law School’s consideration of race and ethnicity as one
of many factors in the admissions process was lawful, because the practice was narrowly
tailored and did not violate the constitutional rights of nonminority applicants. Perhaps more
importantly, the Court declared that the university’s position that achieving a “critical mass”
of racial and ethnic diversity in its law school was a compelling interest of the law school and
the nation—a rationale that will have far-reaching implications, not just for URM students,
but also for the nation as a whole.

4«“Pipeline” efforts refer to strategies that aim to increase the numbers of well-prepared
URM students (in grades K-16) motivated to enter health professions fields.
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BOX 1-1
Fast Facts—Diversity and Health Care

* Nearly one in five Spanish-speaking U.S. residents delayed or refused
needed medical care because of language barriers (Robert Wood Johnson Foun-
dation, 2001).

* Nearly 2 in 5 Latinos, 27 percent of Asian Americans, 23 percent of African
Americans, and 16 percent of whites reported communication problems with their
doctor (Collins et al., 1999).

* Nearly half of Asian Americans and Pacific Islanders have problems with
availability of mental health services because of limited English proficiency and
lack of providers who have appropriate language skills (U.S. Surgeon General,
2001).

e African Americans, Latinos, and Asian Americans with mental health needs
are less likely than whites to receive treatment . If treated, they are likely to have
sought help in primary care, as opposed to mental health specialty care, and Afri-
can Americans are less likely than whites to receive evidence-based mental health
care in accordance with professional treatment guidelines (U.S. Surgeon General,
2001).

* Less than 13 percent of the 8.6 million patients seen in community health
centers (CHCs), which primarily serve minority and low-income patients, received
preventive and basic dental care in 1998 (Mertz and O’Neill, 2002).

e About 45 percent of Californians who have low incomes or who have low
English proficiency did not receive dental care in the past year (Kaiser Daily Health
Policy Report, 2003).

* An increase of more than 20,000 minority nurses is needed to increase the
proportion of minority nurses by just 1 percent (National Advisory Council on Nurse
Education and Practice, 2000).

o considering the application of community benefit principles to
improve the accountability of nonprofit, tax exempt institutions (e.g., medi-
cal schools and teaching hospitals) to the diverse racial and ethnic commu-
nities they serve; and

¢ identify mechanisms to garner broad support among health profes-
sions leaders, community members, and other key stakeholders to imple-
ment these strategies.

WHY EXAMINE INSTITUTIONAL AND POLICY-LEVEL
STRATEGIES FOR INCREASING DIVERSITY IN
HEALTH PROFESSIONS?

Historically, the efforts of HPEIs and professional associations to in-
crease the presence of URM students in health professions careers have
focused on enhancing students’ preparation to pursue these careers. Appro-
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priately, many of these efforts have focused on improving URM students’
math and science education, particularly at the primary and secondary
school levels, “bridging” K-12 training with undergraduate pre-health cur-
ricula and graduate training, and other academic and social supports. These
programs have achieved some notable successes in a range of health disci-
plines. The Robert Wood Johnson Foundation-supported Minority Medi-
cal Education Program, for example, a 6-week summer intensive medical
school preparatory program, has assisted 63 percent of its graduates to gain
admission into medical school (Cantor et al., 1998).

Institutional and policy-level strategies for increasing diversity in health
professions, however, have been relatively understudied. This lack of em-
phasis may lead to a void of strategies should future policy changes erode
efforts to increase diversity (e.g., despite the U.S. Supreme Court decision in
the Grutter case reaffirming the use of race/ethnicity in admissions deci-
sions, some opponents of this decision plan to establish ballot initiatives in
several states and localities to prohibit higher education institutions from
adopting or continuing “race-conscious” admissions policies). As will be
discussed in a later chapter (see “Reconceptualizing Admissions Policies
and Practices”), “race-neutral” admissions policies, as have been practiced
by some states over the past few years, have profoundly changed the land-
scape for diversity and have adversely affected health professions’ efforts to
increase minority representation in training programs. Failure to address
these changes may therefore undercut some of the significant gains achieved
by pipeline enhancement programs.

This focus is not to diminish the importance of pipeline development
efforts. Rather, these strategies should be viewed as complementary. Strat-
egies at the institutional and policy level, in conjunction with pipeline ef-
forts, may have reciprocal effects; for example, the successful development
and implementation of institutional and policy-level strategies to increase
diversity in health professions may increase the demand for expanded em-
phasis and investment in pipeline enhancement strategies.

WHICH RACIAL AND ETHNIC GROUPS AND HEALTH
PROFESSIONS ARE EXAMINED?

For purposes of this report, the study committee defines URM:s as those
racial and ethnic groups that are underrepresented in the heath professions
relative to their numbers in the general population. This definition allows
individual institutions to define which populations are underrepresented in
its area of interest. It is also consistent with the definition of underrepre-
sented minorities recently adopted by the Association of American Medical
Colleges (AAMC). Previously, AAMC’s definition was limited to histori-
cally disadvantaged groups (i.e., African Americans, mainland Puerto
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Ricans, and Native Americans, including American Indians, Alaska Na-
tives, and Native Hawaiians). The new AAMC definition takes into ac-
count the fact that many other groups, such as subpopulations of Asian
Americans, Pacific Islanders, and Latinos, are also poorly represented
among health professionals, and many in these communities face barriers to
accessing appropriate health care.

While the study committee defines URMs broadly, it should be noted
that the racial and ethnic groups identified in AAMC’s previous definition
of URM groups (e.g., African Americans, some Hispanic/Latino groups,
American Indians) are historically underrepresented and face long-standing
barriers to greater inclusion among health professionals—including persis-
tent discrimination, educational inequality, and few role models for stu-
dents of these racial and ethnic groups. The persistent underrepresentation
of these groups among health professionals suggests that a sustained em-
phasis on increasing access to health professions careers among historically
underrepresented populations is critically important.

The study committee recognizes that a broad range of health profes-
sionals contribute invaluably to the health-care enterprise. These disci-
plines—including dental hygienists, pharmacists, allied health profession-
als, physician assistants, nutritionists, occupational therapists, and clinical
social workers, among many others—are critically important to ensuring
that America’s health-care systems provide the best quality health care,
health promotion, and disease prevention services. This study, however,
will focus on medicine, nursing, dentistry, and professional psychology.
This is not to suggest that diversity is unimportant or has already been
achieved in other health professions. Rather, this study is limited in its
scope because a comprehensive analysis of all health-related fields is not
feasible given the time frame of the current study. Over 15 million Ameri-
cans work in over two-dozen health-care and health-related occupations
and an even greater array of specialties and subspecialties (Matherlee, this
volume), making the task of assessing health workforce trends daunting. In
addition, medicine, nursing, dentistry, and professional psychology are
among the largest health professions, and the availability and concentration
of diverse professionals in these fields will therefore have significant impli-
cations for health service delivery. Furthermore, more complete data are
available from these fields to evaluate minority participation and diversity
efforts. It is the study committee’s expectation that strategies adopted to
increase diversity in these fields may be applicable, in some cases, to other
health professions.
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WHY IS RACIAL AND ETHNIC DIVERSITY IMPORTANT IN
HEALTH PROFESSIONS FIELDS?

The U.S. Supreme Court’s review of the University of Michigan admis-
sions lawsuits prompted an avalanche of amicus brief filings from both
proponents and opponents of affirmative action and the use of race and
ethnicity in university admissions processes. Many of these arguments
have been summarized elsewhere, particularly by the plaintiffs’ and defen-
dants’ respective legal counsel (see especially amicus brief filings at the
University of Michigan Internet website http://www.umich.edu/~urel/ad-
missions/legal). The weight of scientific evidence, however, supports the
necessity of ensuring that health professionals reflect the diversity of the
U.S. population. This evidence (summarized below) demonstrates that
greater diversity among health professionals is associated with improved
access to care for racial and ethnic minority patients, greater patient choice
and satisfaction, and better patient—clinician communication. In higher
education settings, greater diversity is associated with improved student
learning and community participation. Indirectly, evidence suggests that
greater diversity can improve the cultural competence® of health profes-
sionals and health systems, and that such improvements may be associated
with better health-care outcomes. In addition, greater diversity among
health professionals has the potential to improve the clinical research en-
terprise and to lead to new developments and improvements in health care
and how care is delivered.

Racial and Ethnic Diversity Among Health Professionals and Access to
Health Care for Minority Patients

Racial and ethnic minority health-care clinicians are significantly more
likely than their white peers to serve minority and medically underserved
communities, thereby helping to improve problems of limited minority
access to care. Several studies document this trend across a range of health
professions, although the bulk of this research has focused on the practice
patterns of physicians.

Turner and Turner (1996), for example, studied the practice character-
istics of psychological service providers, using a random sample of psy-
chologists listing the National Register of Health Service Providers. Racial

SCultural competence is defined as “a set of behaviors and attitudes and a culture within
the business or operation of a system that respects and takes into account the person’s cul-
tural background, cultural beliefs, and their values and incorporates it into the way health
care is delivered to that individual” (Betancourt et al., 2002, p.3).
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and ethnic minority psychologists treated more than twice the proportion
of racial and ethnic minority patients than nonminority psychologists (24.0
percent vs. 11.7 percent, respectively), and those psychologists who utilized
cognitive/behavioral theoretical orientations saw a larger percentage of mi-
nority patients than psychologists who used psychoanalytic or other theo-
retical orientations. These findings are especially important in light of con-
sistent findings that racial and ethnic minority patients underutilize mental
health services (U.S. Surgeon General, 2001).

Moy and Bartman (1995), in a nationwide survey of households, found
that minority patients were more than four times more likely than white
patients to receive health care from nonwhite physicians. Medically indi-
gent patients were also between 1.4 and 2.6 times more likely to receive
care from minority physicians than were more affluent patients. In addi-
tion, minority physicians tended to see patients who were sicker than the
patients seen by their white peers. Minority physicians’ patients were more
likely to report being in poor health, with more acute complaints, more
chronic conditions, and greater functional limitations. These findings held
true even after controlling for physician gender, specialization, workplace,
and geographic location.

Relative to nonminority communities, minority neighborhoods tend to
face shortages of physicians, yet physicians of color are disproportionately
more likely to serve in these communities. Komaromy et al. (1996), in a
survey of over 1,000 physicians in California, found that African Ameri-
can and Hispanic physicians were five and two times more likely, respec-
tively, than their white peers to practice in communities with high propor-
tions of African American and Hispanic residents. Over half of the patients
seen by African American and Hispanic physicians, on average, were mem-
bers of these clinicians’ racial or ethnic group. Hispanic and black physi-
cians tended to practice in areas with fewer primary care physicians per
capita, but even after adjustment for the proportion of minority residents
in the communities studied, African American and Hispanic physicians
were more likely to care for African American and Hispanic patients,
respectively. Similarly, Cantor et al. (1996) found that minority and women
physicians, as well as those from lower socioeconomic backgrounds, were
disproportionately more likely to serve minority, low-income, and Medic-
aid populations, even after adjustment for physician specialty, practice
setting, and practice location.

Racial and ethnic minority dentists are also more likely than their white
peers to practice in racial and ethnic minority communities. Solomon, Wil-
liams, and Sinkford (2001), in a study of African American and white
dentists in Texas, found that a larger percentage of African American den-
tists practiced in communities with a high residential African American
population than white dentists. African American dentists were also found
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to be more likely to practice in communities characterized by lower levels of
education and income than white dentists. Similarly, Mertz and Grumbach
(2001), in an assessment of the availability of dental services in California,
found that approximately one in five California communities—dispropor-
tionately minority, low-income, and rural—have a shortage of dentists and
that minority dentists were more likely to practice in minority communities.

Diversity and Minority Patient Choice and Satisfaction

Minority patients who have a choice are more likely to select clinicians
of their own racial or ethnic background. Lopez, Lopez, and Fong (1991),
for example, in a study of Mexican-American college students, found that
these students expressed a clear preference for ethnically similar mental
health counselors or psychotherapists. These findings held among both men
and women and among those who had and had not sought counseling.
Similarly, Bichsel and Mallinckrodt (2001) surveyed a sample of American
Indian women living in the Warm Spring (Oregon) Reservation regarding
preferences for mental health counseling and found that respondents ex-
pressed preferences for female, ethnically similar counselors who under-
stand and are sensitive to the respondents’ culture.

Saha et al. (2000) investigated whether minority patients tend to see
physicians of their own race because of convenience (e.g., location) or as a
matter of choice. Using data from a national survey of heath-care consum-
ers, the authors found that African American and Hispanic patients who
had a choice of clinician were more likely to choose a physician of their
own race or ethnicity. Among Hispanic patients, over 40 percent responded
that the physician’s ability to speak the patient’s language was a significant
consideration in choosing a physician. These associations remained even
after controlling for the physician’s office location (e.g., location in a pre-
dominantly minority neighborhood).

In light of these findings, it is not surprising that racial and ethnic
minority patients are generally more satisfied with the care that they receive
from minority physicians. Saha et al. (1999), for example, found that Afri-
can American patients who receive care from physicians of the same race
were more likely than African Americans with nonminority clinicians to
rate their physicians as excellent in providing health care, in treating them
with respect, in explaining their medical problems, in listening to their
concerns, and in being accessible. In addition, the investigators found that
although Hispanic patients who received care from Hispanic physicians did
not rate their doctors as significantly better than Hispanic patients with
non-Hispanic health-care clinicians, patients with an ethnically concordant
provider were more likely to be satisfied with their overall health care.

Similarly, Cooper-Patrick and her colleagues (1999) found that minor-

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/10885.html

iring Diversity in the Health Care Workforce

32 IN THE NATION’S COMPELLING INTEREST

ity patients’ ratings of the quality of their health care were generally higher
in racially and ethnically concordant than racially and ethnically discordant
settings. Using a measure of physicians’ participatory decision-making style,
Cooper-Patrick surveyed over 1,800 adults who were seen in 1 of 32 pri-
mary care settings by physicians who were either African American (25
percent of the physician sample), white (56 percent), Asian American, (15
percent), or Latino (3 percent). Overall, African American patients rated
their visits as significantly less participatory than whites, after adjusting for
patient age, gender, education, marital status, health status, and length of
the patient—physician relationship. Patients in race- and ethnic-concordant
relationships, however, rated their visits as significantly more participatory
than patients in race- and ethnic-discordant relationships. In addition, Coo-
per and Roter have found, through independent ratings of videotaped clini-
cal encounters, that physician visits by African American patients were
longer, were characterized by less physician dominance of the discussion,
and were more patient-centered when the physician was African American
than when the physician was white (Cooper and Roter, 2003).

Similarly, LaVeist and Nuru-Jeter (2002) examined predictors of racial
concordance between patient and clinician and the effect of race concor-
dance on satisfaction among a sample of white, African American, and
Hispanic patients. Among all racial and ethnic groups, patients who re-
ported having at least some choice in selecting a physician were more likely
to have a race- or ethnic-concordant physician. Having a race-concordant
physician was also associated with higher income for African Americans
and not speaking English as a primary language among Hispanics. After
adjusting for patients’ age, sex, marital status, income, health insurance
status, and whether the respondent reported having a choice in physician,
African American patients in race-concordant relationships were found to
report higher satisfaction than those African Americans in race-discordant
relationships. Furthermore, Hispanic patients in ethnic-concordant rela-
tionships reported greater satisfaction than patients from other racial and
ethnic groups in similarly concordant relationships.

Diversity and Quality of Health Care for Minority Populations

Racial and ethnic minorities tend to receive a lower quality of health
care than nonminorities. Much of this disparity may be explained by the
overrepresentation of some minority groups among the uninsured, given
that uninsured and underinsured individuals face greater difficulties in ac-
cessing care and are less likely to receive needed services. Yet a large body
of research demonstrates that even when insured at the same levels as
whites, minority patients receive fewer clinical services and receive a lower
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quality of care (Institute of Medicine, 2003a). This disparity is apparent
across a range of disease areas (e.g., diabetes, cancer, HIV/AIDS) and clini-
cal services, and in a range of clinical settings (e.g., teaching and non-
teaching hospitals, public and private clinics). At least some of these dis-
parities may result from aspects of the clinical encounter and attitudes, both
conscious and unconscious, of health-care clinicians (Institute of Medicine,
2003a), raising the question of whether greater diversity among health-care
professionals may help to mitigate health-care disparities.

While no direct link has been established as yet between diversity among
health-care clinicians and health outcomes for patients, research indicates
that health-care processes and outcomes are influenced by cultural and
linguistic barriers that minority clinicians are sometimes able to address.
Perez-Stable, Napoles-Springer, and Miramontes (1997), for example, as-
sessed the effects of ethnicity and language concordance between patients
and their physicians on health outcomes, use of health services, and clinical
outcomes among a sample of Spanish-speaking and non-Spanish-speaking
Hispanic and non-Hispanic patients with hypertension or diabetes. Of the
74 Spanish-speaking Latinos, 60 percent were treated by clinicians who
spoke Spanish, while 40 percent were treated by non-Spanish-speaking
clinicians. After controlling for patient age, gender, education, number of
medical problems, and number of prescribed medications, the authors found
that having a language-concordant physician was associated with better
patient self-reported physical functioning, psychological well-being, health
perceptions, and lower pain.

In addition, as noted above, some research indicates that minority
physicians display better process-of-care behaviors with minority patients
than nonminority clinicians (Cooper-Patrick et al., 1999). Hispanic pa-
tients display better satisfaction and adherence to treatment plans when
their physician not only speaks Spanish, but also shares the same cultural
background (Perez-Stable et al., 1997). These “intermediate” outcomes
may affect patients’ health care outcomes, in that patient satisfaction is
associated with greater patient compliance with treatment regimens, par-
ticipation in treatment decisions, and use of preventive care services
(Betancourt et al., 2002).

Diversity and Quality of Training for All Health Professionals

Racial and ethnic minority patients, when given a choice, tend to choose
health-care clinicians from similar backgrounds, as noted above. But be-
cause the proportion of racial and ethnic minority health-care clinicians is
low relative to the proportion of racial and ethnic minorities in the general
population (see below), it is clear that all health-care professionals must
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develop the skills and competencies to serve diverse patient populations.
Diversity in health professions training settings may therefore assist in ef-
forts to improve the cross-cultural training and cultural competencies of all
trainees. Students from diverse background interacting with each other in
training settings may help to challenge assumptions and broaden students’
perspectives regarding racial, ethnic, and cultural differences (Whitla et al.,
2003; Cohen, 2003). Whitla and colleagues (2003), for example, in a sur-
vey of medical school graduates’ attitudes regarding diversity in medical
education, found that students reported experiencing greater levels of diver-
sity in medical school than in their prior educational experiences, as the
percentage of students reporting contact with other groups increased from
50 percent prior to college to 85 percent in medical school. Overwhelm-
ingly, these students viewed diversity among their medical student peers as
a positive; 86 percent thought that classroom diversity enhanced discussion
and was more likely to foster serious discussions of alternate viewpoints.
Over three-quarters of the students surveyed found that diversity helped
them to rethink their viewpoints when racial and ethnic conflicts occurred,
and the same percentage felt that diversity provided them with a greater
understanding of medical conditions and treatments. The pattern of re-
sponses did not differ by respondents’ racial or ethnic group (Whitla et al.,
2003).

In addition, diversity among students in training settings may enrich
classroom discussions and spur changes in curriculums to address students’
cross-cultural education needs. There is growing evidence—primarily from
studies of college students’ undergraduate experiences—that student diver-
sity is associated with greater gains in students’ learning and community
involvement (e.g., Gurin et al., 2002; Antonio et al., in press). Gurin and
colleagues, for example, utilized data from longitudinal surveys of under-
graduate students to assess whether students’ diversity experiences as un-
dergraduates were related to their “learning outcomes” (defined as the use
of active thinking, intellectual engagement and motivation, and academic
skills) and “democracy outcomes” (i.e., citizenship engagement, belief in
the compatibility of group differences and democracy, the ability to take
the perspective of others, and cultural awareness and engagement). The
investigators found that diversity experiences were significantly related to
learning outcomes after graduation, even after adjusting for students’ aca-
demic and socioeconomic background (i.e., gender, SAT scores, high school
grades, parents’ educational level, racial composition of high school and
neighborhood growing up), institutional characteristics, and initial (pre-
test) scores on learning outcome measures. Informal interactions across
racial and ethnic lines were especially significant for all racial/ethnic groups
in predicting intellectual engagement and academic skills. Similarly, diver-

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/10885.html

iring Diversity in the Health Care Workforce

INTRODUCTION 35

sity experiences were found to significantly predict students’ democracy
outcomes, even after adjustment for students’ prior academic and socioeco-
nomic background and pre-college racial exposure, as well as measures of
democracy orientation upon initial assessment. For all racial groups, infor-
mal interactions across racial and ethnic lines were associated with higher
levels of citizenship engagement and awareness and appreciation of racial
and cultural diversity (Gurin et al., 2002).

These studies suggest that students’ classroom experiences and per-
sonal growth are enhanced by the presence of a diverse campus community.
These benefits are explored in greater detail in Chapter 5, “Transforming
the Institutional Climate for Diversity.”

Diversity and Research on Racial and Ethnic Minority Health Disparities

Diversity among health professionals may improve scientific under-
standing of the causes and consequences of racial and ethnic health dispari-
ties and may help to eliminate these gaps. Minority scientists and research-
ers bring a wide range of cultural perspectives and experiences to research
teams, which increases the likelihood that sociocultural issues influencing
health outcomes will be addressed in research design and study questions
(Institute of Medicine, 1999). In turn, a greater examination of health
status and health risks among some racial and ethnic minorities will likely
yield information that may prove helpful to improve health outcomes among
all racial and ethnic groups. For example, public health scholars and epide-
miologists have noted that some racial and ethnic minorities experience
better health status than the majority population, despite relatively less
advantaged environmental and socioeconomic circumstances (e.g., the “epi-
demiologic paradox” of better health status among new immigrant Latino
populations, relative to second- and third-generation Latinos living in the
United States), suggesting that these groups possess culturally determined
coping styles, social supports, or health attitudes and behaviors that may
reduce risks for poor health (Institute of Medicine, 1999).

Minority investigators may also prove valuable in efforts to increase
the enrollment of minority patients in clinical trials. Minority participation
in clinical research as human subjects is typically lower than among non-
minority populations, even though some minorities experience higher rates
of chronic and infectious diseases than whites. Low participation rates
among minorities may be traced to a variety of historic and cultural factors
(e.g., the legacy of abuse and mistreatment of minorities at the hands of the
scientific and medical establishment, as exemplified in the infamous
Tuskegee syphilis experiment). Yet more minorities are needed to partici-
pate in clinical research to better understand how to improve the health of
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these populations and close the health gap. As a result of their generally
broader cross-cultural experiences, minority investigators are often able to
address minority patient mistrust and improve communication between the
scientific and lay communities (Institute of Medicine, 1999).

Equally important, minority scientists and researchers, because of their
personal experiences and interests, are more likely to study health needs of
minority and underserved populations. As Jordan Cohen has noted,

Our country’s research agenda is influenced significantly by those who
choose careers in investigation. It is also true that individual investigators
tend to research problems that they see and feel. Since what people see as
problems depends greatly on their particular cultural and ethnic filters, it
follows that finding solutions to some of our country’s most recalcitrant
heath problems, even being able to conceptualize what the real problems
actually are, will require a research workforce that is much more diverse
racially and ethnically than we now have (Cohen, 2003, p. 1144).

The nation’s premiere health research institution, the National Insti-
tutes of Health, has recognized the need for greater racial/ethnic diversity
among health researchers and offers a number of grant programs to en-
hance the career development of minority health researchers.

Diversity and Health Policy and Health Research Leadership

Racial and ethnic diversity in health professions is also critical to en-
hance the representation of minority groups among the leadership in the
health policy and health research enterprises. Racial and ethnic minority
health professionals are often able to bring diverse and underrepresented
perspectives to both health policy and health systems leadership, which
may lead to organizational and programmatic changes that can improve the
accessibility and cultural competence of health systems. Diversity in health
systems leadership should not, however, be assumed to (in and of itself)
lead to more culturally competent health systems; such diversity merely
increases the likelihood that broader systems change will include and be
guided by diverse perspectives.

Similarly, URM representation among health research policy leader-
ship is important to broaden and improve the nation’s health research
agenda. Minority researchers often bring a sensitivity to and understanding
of minority health concerns that can significantly influence the design and
interpretation of minority health research. This sensitivity can also signifi-
cantly influence decisions regarding resource allocation and research priori-
ties, particularly with regard to the priorities of the nation’s leading health
research agency, the National Institutes of Health (NIH). Many NIH scien-
tific advisory boards and councils lack significant racial and ethnic diversity
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(Institute of Medicine, 1999), which NIH has attempted to address by
identifying URM health researchers, policy analysts, and others who might
be willing to serve in advisory capacities. Analogously, women’s health
research has grown exponentially and has benefited from the increased
presence of women among health researchers and policy makers. As a
result, scientific knowledge of women’s health (and subsequent break-
throughs in the understanding and treatment of women’s health concerns)
has improved dramatically over the past several decades. As above, this is
not to suggest that women and minority scientists and clinicians should be
expected to work exclusively in women’s and minority health domains;
rather, it suggests that gender and racial/ethnic diversity in the health re-
search enterprise can lead to important development and expansion of

these fields.

Diversity and Quality of Care for All Americans

While few empirical data bear directly upon the question, indirect evi-
dence suggests that diversity among health professionals may bring fresh
approaches to health care and new problem-solving skills that can enrich
and improve health care for all Americans. Anecdotal evidence suggests
that the skills and resources of many diverse groups can help to address the
nation’s health-care needs. Scientists and clinicians of color have contrib-
uted to many medical breakthroughs (e.g., Dr. Daniel Hale Williams, the
African American physician credited with performing the first successful
surgical repair of a heart wound; Dr. Charles R. Drew, the African Ameri-
can physician responsible for organizing the concept of the Blood Bank;
Organ and Kosiba, 1987). As the U.S. Surgeon General’s report on mental
health, culture, and diversity notes, “Diversity has enriched our Nation by
bringing global ideas, perspectives, and productive contributions to all ar-
eas of contemporary life” (U.S. Surgeon General, 2001).

TRENDS IN MINORITY PARTICIPATION IN NURSING,
MEDICINE, DENTISTRY, AND PROFESSIONAL PSYCHOLOGY—
WHERE ARE THE GAPS?

While the need for and benefits of a racially and ethnically diverse
workforce are clear, nursing, medicine, dentistry, and psychology have yet
to reflect the diversity of the nation among their clinicians, faculty, and
students. Given the changing demographic composition of the United States
and current trends in minority underrepresentation in the health-care
workforce, the health professions appear to be in sharp contrast with
broader population changes in the country. This section will review, where
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the data exist, a demographic profile of clinicians, faculty, and health pro-
fessions students.® In this section, “URM” groups are defined as African
Americans, American Indians and Alaska Natives, and Latinos, because
most data collection efforts until recently used this definition. This is con-
sistent with definitions used by AAMC prior to announcing its new, broader
definition of URM in June 2003.

Nurses

The Nursing Workforce

In recent years, the nursing profession has seen modest growth in the
number of underrepresented racial and ethnic minorities entering its ranks.
Findings from the National Sample Survey of Registered Nurses (HRSA,
2002) indicate that the percentage of minority nurses increased from 7
percent in 1980 to 12 percent in 2000. These data must be interpreted with
caution, however, because of a change in questionnaire construction in
2000 to reflect revisions in the Office of Management and Budget’s (OMB)
designated racial and ethnic categories. While the percentage of minority
nurses increased, this percentage is still far below the minority representa-
tion in the population, which is approximately 30 percent (see Figure 1-1).

Rates of growth in the registered nurse (RN) workforce vary among
racial and ethnic groups. Between 1977 and 1997, the percentage of Afri-
can Americans among the nursing workforce increased from 2.6 to 4.2
percent, a 62 percent increase, while the representation of Hispanic RNs
increased by 1.4 percent to 1.6 percent during the same period (a 17 percent
increase; Buerhaus and Auerbach, 1999). During this same period, all “other
ethnic groups”—including Asian Americans, Pacific Islanders, American
Indians and Alaska Natives—increased among the RN workforce by over
one-third (Buerhaus and Auerbach, 1999).

Despite these modest gains in URM representation among nurses, the
nursing profession faces a critical shortage of nurses that threatens to im-
pair the quality of care in many health-care settings (Kimball and O’Neil,
2002). In 2000, the estimated shortage of full-time equivalent RNs was

6Data on minority underrepresentation in health professions are inconsistent across health
disciplines. In general, more published information is available regarding minority under-
representation in medicine than in other health profession disciplines, a disparity that should
be corrected in future research. This report therefore provides more information regarding
URM participation in medicine than in other fields but attempts to cite, where available,
comparable data on the racial and ethnic underrepresentation for all four health professions
studied here.
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Registered Nurse Population U.S. Population

49% 1.2%

1.8

White (non-Hispanic) |:| Hispanic Black (non-Hispanic)
|:| American Indian/Alaska Native - Asian/Pacific Islander - Two or more races

FIGURE 1-1 Distribution of registered nurses by racial/ethnic background: March
2000.
SOURCE: HRSA, 2002.

110,000, or 6 percent of the workforce. An initial slow rate of growth of
this shortage is anticipated, reaching 12 percent of the workforce by 2010.
At that point, the shortage will grow at an accelerated rate, reaching 20
percent by 20135. If trends continue and the problem remains unaddressed,
the shortage will grow to 29 percent by 2020. Not unexpectedly—given
their underrepresentation in the current nursing workforce—the shortage
of minority nurses will be particularly difficult to address; an increase of
more than 20,000 minority nurses is needed to increase the proportion of
minority nurses by just 1 percent (National Advisory Council on Nurse
Education and Practice, 2000).

The increased demand for nurses will be caused by increases in the
population, growth of the elderly population, and medical advances that
increase the need for nurses. The supply of potential nurses is affected by a
decrease in the number of nursing graduates, decrease in relative earnings
for nurses, aging of the workforce, and new and alternative job opportuni-
ties for nurses (HRSA, 2002). The shortage of nurses may have implications
for patient safety in terms of hospital deaths and injuries and increased
costs (through replacing nurses lost through turnover and caring for pa-
tients with poor outcomes (Institute of Medicine, 2003b).

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/10885.html

iring Diversity in the Health Care Workforce

40 IN THE NATION’S COMPELLING INTEREST

URM Participation in Nursing Education

Among recent nursing graduates (those whose degrees were awarded in
2002), white nurses constituted the largest percentage of graduates in bac-
calaureate, associate, diploma, and RN programs, earning between 60-70
percent of diploma, associate, basic B.S.N., and all basic RN degrees (Na-
tional League for Nursing, 2003) (Figure 1-2). Among minorities, African
American and those nurses who classified their ethnicity as “other” re-
ceived the largest percentage of degrees. More African American nurses
received nursing diplomas than nursing degrees (B.S.N. and above). Less
than 10 percent of degrees were awarded to Hispanic, Asian, and American
Indian nurses.

Figure 1-3 presents enrollment trends for students in baccalaureate
nursing programs (national annual data on other degree nursing programs
were not available for all the years studied). URM enrollment has steadily
increased between 1991 and 1999, increasing 48 percent from 11,661 to
17,303 baccalaureate nursing students.
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FIGURE 1-2 Estimated minority nursing graduations: baccalaureate, associate, di-
ploma programs, 2001-2002 (preliminary and unpublished data).

SOURCE: National League for Nursing (2003). Figure included, with permission,
from the National League for Nursing, New York, NY. Copyright 2004 by NLN.
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FIGURE 1-3 Enrollment in U.S. baccalaureate nursing programs.
SOURCE: Grumbach et al., 2001.

Both URM and non-URM enrollment in baccalaureate programs began
to decline in the mid-1990s, although non-URM enrollment declined more
sharply.

Nursing Faculty

Nursing faculty, like the broader population of nurses, does not reflect
the nation’s diversity (Figure 1-4). Data indicate geographic variations in
faculty diversity, as the largest percentage of African American nursing
faculty are represented among faculty in the south (nearly 10 percent). In
addition, there are slightly more American Indian nursing faculty in the
Midwest region of the country, while the representation of Asian American
nursing faculty is only slightly larger in the West than in the rest of the
nation (National League for Nursing, 2002). While minorities are starkly
underrepresented among nursing faculty, opportunities to increase the pres-
ence of racial and ethnic minority nursing faculty may increase in the near
future, as their will be a significant need to replace the current nursing
faculty, whose average age is 51.2 years (American Association of Colleges
of Nursing, 2003).
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FIGURE 1-4 Racial background of full-time nursing faculty by region, 2002.
SOURCE: National League for Nursing (2003). Reproduced, with permission, from
the National League for Nursing, New York, NY. Copyright 2004 by NLN.

Physicians

URM Representation in the Physician Workforce

African Americans, Latinos, and American Indians, and Alaska Natives
are underrepresented among United States physicians (Figure 1-5), as these
groups constitute less than 8 percent of the physician population. Of these,
Hispanics/Latinos are the largest URM group, constituting approximately
3.5 percent of the physician population, followed by African Americans,
who represent approximately 2.6 percent of physicians. The majority of
United States physicians are white, a percentage that has slowly declined
over the past several decades.

URM Representation Among Medical School Faculty

URM representation among medical school faculty increased between
1980 and 2001, as the percentage of URM faculty increased while the
percentage of white faculty declined slightly (Figure 1-6; AAMC, 2002).
Whites, however, remain disproportionately the largest racial or ethnic
group among medical school faculty, composing just less than four of five
medical school faculties in 2001. The number of full-time clinical and non-
clinical URM faculty increased from 1,140 to 4,060 between 1981 and
2001, although they represent only 4.2 percent of current medical school
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FIGURE 1-5 Total physicians by race/ethnicity, 2000.
SOURCE: AMA, Physician Characteristics and Distribution in the US 2002-2003.

faculties. Approximately 20 percent of these URM faculty members are
located at Howard University School of Medicine, Meharry Medical Col-
lege, Morehouse School of Medicine, and three Puerto Rican medical
schools (Universidad Central del Caribe School of Medicine, Ponce School
of Medicine, and the University of Puerto Rico School of Medicine).

In recent years, significant progress has been made in increasing the
presence of URM faculty at many nonminority medical schools, while at
other institutions their presence remains rare. Overall, the percentage of
URM faculty has more than tripled in the past 20 years. In 1981, the
majority of medical schools (82 of 111) had between one and nine URM
faculty members and none had more than 39. In 2001, 22 (out of 112)
schools had more than 40 URM faculty members, yet 27 had between one
and nine URM faculty. There are still few schools that have a “critical
mass” of URM faculty (AAMC, 2002).

URM Participation in Medical Education

Among medical students and recent graduates of medical schools, URM
student enrollment and graduation rates generally show steady increases
through the early and mid-1990s, followed by declines. URM students
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FIGURE 1-6 Distribution of U.S. medical school faculty by race/ethnicity, 1980 to
2001.

SOURCE: AAMC Faculty Roster System, December 2001. Reprinted, with permis-
sion, from the Association of American Medical Colleges, 2004. Copyright 2004
by AAMC.
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FIGURE 1-7 U.S. medical school graduates, 2001.

SOURCE: AAMC Student Record System, April 2002. Reprinted, with permission,
from the Association of American Medical Colleges, 2004. Copyright 2004 by
AAMC.
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FIGURE 1-8 Allopathic medical school URM application, acceptance, and matric-
ulation trends.
SOURCE: Grumbach et al., 2001.

constituted approximately 10 percent of medical graduates in 2001 (Figure
1-7; AAMC, 2002). The majority of these URM students (65 percent) were
African American, with smaller percentages of Mexican American students
(22.6 percent), mainland Puerto Ricans (6.4 percent), and Native Ameri-
cans (5.9 percent). Trends from 1980 to 2001 revealed an increase in the
number of URM graduates until 1998, with a gradual decline since that
year. Trends in URM medical school applicants indicate an increase from
the late 1980s to the mid-1990s (Figure 1-8). Since 1996-1997, there has
been a steady decline. There were 6,663 URM applicants in 1996. By 2000,
the number of applicants decreased to 5,511, which represents a 17 percent
decrease. The decline in applicants corresponds to a decline in the number
of acceptances and matriculants during the same period of time.

Dentists

URM Participation in the Dental Workforce

As in nursing and medicine, racial and ethnic minorities in dentistry are
underrepresented compared to their proportions in the general population.
Approximately 13 percent of dentists are nonwhite (Mertz and O’Neil,
2002), and African Americans, American Indians, and Hispanics constitute
only 6.8 percent of the dental workforce (see Figure 1-9).
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FIGURE 1-9 Variations in racial/ethnic representation in dentistry, 1996-1999.
SOURCE: Valachovic et al., 2001. Reprinted, with permission, from the American
Dental Education Association, 2004. Copyright 2004 by ADEA.

URM Participation in Dental Education

Among first-year dental students in 1999, 34 percent were nonwhite.
Of this percentage, however, less than one-third (10.2 percent of the total
student enrollment) were from URM groups. As in medicine, the number of
URM matriculants in dentistry has declined in recent years. Matriculants
dropped by 23 percent: from 525 in 1989 to 404 in 1999 (Figure 1-10).
Other figures indicate a slight increase in the percent of URM graduates
since 1999 (Figure 1-11).

URM Participation Among Dental School Faculty

Trends in the percentage of minority full-time faculty indicate that the
number of URM faculty remained low and relatively stable during the
1990s (Figure 1-12). Between 1990 and 1998, the percentage of Native
American faculty increased very slightly, from 0.3 percent to 0.6 percent.
The percentage of African American faculty hovered around 5 percent
during these 8 years and the percentage of Hispanic faculty remained stable
at approximately 3 percent.
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FIGURE 1-10 Dental school matriculants.
SOURCE: Grumbach et al., 2001.
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FIGURE 1-11 Underrepresented minority graduates in U.S. dental education pro-
grams: Black, Hispanic, Native American.

SOURCE: Total Minority Enrollment in U.S. Dental Education Programs, 1997-
2003. American Dental Association Survey Center, Surveys of Predoctoral Dental
Education. Reprinted, with permission, from American Dental Association, 2004.
Copyright 2004 by ADA.
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FIGURE 1-12 Minority full-time faculty in U.S. dental schools.
SOURCE: Haden et al., 2000. Reprinted, with permission, from the American
Dental Education Association, 2004. Copyright 2004 by ADEA.

Psychologists

URM Participation in the Psychology Workforce

Minority representation in the field of psychology is disproportionately
low (Figure 1-13; Rapopor et al., 2000). Among all psychologists, 3.4
percent are African American, 3.4 percent are Hispanic, and 2.2 are Asian/
Pacific Islander. The percentage of American Indian/Alaska Native psy-
chologists is less than 1 percent.

URM Participation among Psychology Faculty

URMs are similarly underrepresented among faculty in departments of
psychology (Figure 1-14). Among full professors, 94.1 percent are white,
1.7 percent are Asian, 2 percent are Hispanic, 1.9 percent are African
American, and 0.3 percent are American Indian. Among all tenured profes-
sors, 2.5 percent are African American, 2.3 percent Hispanic, and 0.3
percent American Indian. However, URM faculty have slightly higher rep-
resentation among tenure track professors (5.1 percent black, 4.6 percent
Hispanic, and 0.9 percent American Indian).

URM Participation in Psychology Graduate Education

The percentage of URM graduate students in departments of psychol-
ogy is greater than percentage of URM faculty. During the 2002-2003
academic year, 7 percent of first-year students in programs that offered a
Ph.D. were African American, 6 percent were Hispanic, 1 percent were
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FIGURE 1-13 Employed doctoral psychologists (percent), 2001.
SOURCE: National Science Foundation/Division of Science Resources Statistics,
2001 Survey of Doctorate Recipients.

Native American, and 1 percent classified themselves as multiracial (Figure
1-15). Among 2000 graduates from clinical psychology programs, the larg-
est subfield of practitioners, 5 percent were African American, 7 percent
were Hispanic, and less than 1 percent were Native American.

SUMMARY

African Americans, American Indians and Alaska Natives, and many
Hispanic/Latino populations are grossly underrepresented among the
nation’s physicians, nurses, dentists, and psychologists. These populations
also experience generally poorer health status and face greater difficulties in
accessing health care. Consequently, many health professions leaders have
called for an expansion of efforts to increase diversity among health-care
professionals as one means of assisting in the effort to increase access to
health care for all populations and to close the health gap between minori-
ties and nonminorities.

Recent policy developments, however, have had and may continue to
have a significant negative impact on the ability of health professions train-
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FIGURE 1-14 Academic rank of faculty in departments of psychology by race/
ethnicity, 2002-2003.

SOURCE: Faculty Salary Survey, 2002-2003. Academic Rank and Tenure Status
of Faculty in Graduate Departments of Psychology by Race/Ethnicity, 2002-2003.
Reprinted, with permission, from the American Psychological Association, 2004.
Copyright 2004 by APA.

ing programs and higher education institutions to admit URM students into
the health professions training pipeline. The U.S. Supreme Court decision in
the Grutter v. Bollinger lawsuit reaffirmed that higher education institu-
tions may consider applicants’ race or ethnicity as one of many factors in
admissions decisions. But as a result of public referenda, judicial decisions,
and lawsuits challenging affirmative action policies in 1995, 1996, and
1997, many higher education institutions abandoned (in some cases, tem-
porarily) the use of race and ethnicity as factors in admissions decisions. To
add to this challenge, significant financial disparities persist between minor-
ity and nonminority students, leaving many URM students with fewer
financial resources to pursue careers in health professions. It is therefore
important to assess whether opportunities exist at the level of higher educa-
tion institutions, health professions leadership and accrediting bodies, and
state and federal policy to reduce barriers to minority participation in
health professions.

This chapter has presented a review of evidence regarding the impor-
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FIGURE 1-15 Race/ethnicity of newly enrolled students in doctoral departments
of psychology, 2002-2003.

SOURCE: Graduate Study in Psychology, 2004. Compiled by APA Research Of-
fice. Reprinted, with permission, from the American Psychological Association,
2004. Copyright 2004 by APA.

tance of diversity in health professions. This evidence demonstrates that
greater diversity among health professionals is associated with improved
access to care for racial and ethnic minority patients, greater patient choice
and satisfaction, and better patient—clinician communication. Indirectly,
this evidence suggests that greater diversity can improve the cultural com-
petence of health professionals and health systems and that such improve-
ments may be associated with better health-care outcomes. In addition,
greater diversity among health professionals has the potential to improve
the clinical research enterprise and to lead to new developments and im-
provements in health care and how care is delivered.

Subsequent chapters of this report will explore the potential value of
specific institutional and policy-level strategies to increase diversity in the
health professions. These strategies include efforts to reconceptualize ad-
missions procedures for health professions education programs, to improve
public and private financing of health professions education, to place greater
emphasis on faculty and student diversity in program accreditation stan-
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dards, and to improve the campus climate for diversity. Finally, the study
committee considers the potential application of community benefit prin-
ciples to improve the accountability of nonprofit, tax-exempt institutions to
the diverse racial and ethnic communities they serve.
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2

Reconceptualizing Admissions
Policies and Practices

Health professions training programs’ admissions policies and prac-
tices vary widely from discipline to discipline and from institution to insti-
tution. These variations are reflected in differences in entrance require-
ments, discipline-specific criteria, and institutional mission. Almost all,
however, rely upon a combination of quantitative information (e.g., high
school and/or collegiate grade point average, particularly in science courses,
and standardized admissions test data) and qualitative information (e.g.,
applicants’ personal characteristics, background, and motivation to enter
health professions fields) to arrive at admissions decisions.

This chapter will explore commonly used admissions policies and prac-
tices and their impact upon racial and ethnic diversity in graduate health
professions training programs, with particular attention to the role of high-
stakes, standardized, norm-referenced tests (e.g., the MCAT, DAT, GRE)
in the admissions process. In addition, the chapter reviews data regarding
minority applicants’ standardized test performance and explores how these
tests are used in typical admissions processes. The benefits and limits of the
use of these tests are also discussed. Alternative admissions models are then
reviewed, and their implications for underrepresented minitory (URM) ap-
plicant success in the admissions process are explored. Throughout this
discussion, the committee attempts to reconcile two objectives that have
often been viewed as competing concerns, but which, as outlined in the
introductory chapter, can be seen as complementary. How can health pro-
fessions training programs reconceptualize admissions policies and prac-
tices to reduce barriers to URM participation in health professions, while at

AN

Copyright © National Academy of Sciences. All rights reserved.


http://www.nap.edu/catalog/10885.html

iring Diversity in the Health Care Workforce

56 IN THE NATION’S COMPELLING INTEREST

the same time adopting admission practices that more accurately reflect the
desired skills and attributes needed by future health professionals? In other
words, how can diversity and quality goals coexist in admissions practices?

The chapter will begin with a brief description of the history, intent,
and purposes of standardized tests used in higher education admissions.
Though the discussion in this chapter is intended to provide general recom-
mendations applicable to admissions policies for all health professions, it
must be noted that admissions policies and practices vary considerably
among the health profession disciplines studied here. Nursing education,
for example, operates in a very different context for admissions decisions,
with varying levels of “selectivity” depending on the type of degree pro-
gram. Admission to many masters degree and doctoral level nursing pro-
grams is highly competitive, but admission to registered nurse (RN) educa-
tion at the college or vocational institutional level is far less competitive
than the post-graduate, doctoral educational settings of nursing, medicine,
dentistry, and psychology. Many community college nursing education ap-
plicants are accepted if they meet minimum criteria for completing required
courses, and in many states, community colleges are oversubscribed, and
eligible applicants are put on a waiting list or go through a lottery process
to matriculate. Even for baccalaureate-level nursing programs, the process
is less competitive than for the doctoral health professions programs in
other fields. Most of the baccalaureate nursing programs, for example, are
at state colleges and not at “elite” universities.

STANDARDIZED TESTS AND HIGHER EDUCATION ADMISSIONS

A Brief Background on Standardized Tests

Historically, standardized admissions tests emerged from the early work
of psychometric psychologists who attempted to quantify human intelli-
gence through a variety of testing and assessment tools. In the late nine-
teenth and early twentieth centuries, these efforts were driven in large part
by Darwinian theories of individual variation and natural selection
(McGaghie, 2002) but were often accompanied by explicitly racist and
eugenicist ideology regarding the racial superiority of European descen-
dants and inferiority of non-Europeans. Many of the leading test develop-
ers, such as Alfred Binet, E.L. Thorndike, and others, saw the broad use of
intelligence tests as not only an efficient means of distinguishing between
individuals of differing intellectual ability, but also as a scientific means of
verifying the intellectual superiority of Caucasians and inferiority of non-
Caucasian racial groups, in accordance with laws of natural selection
(Gould, 1996).

Early efforts to develop achievement tests that could be administered in
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large groups led to their widespread use, particularly by the Army, which
during World War I sought a means to identify promising officer candi-
dates. The Army’s Alpha and Beta tests served as early precursors of school-
based intelligence and aptitude tests, which became broadly used in schools
following the war. An early developer of the Army’s tests, Carl Brigham,
was commissioned by the College Board to develop a test that could be
administered to high school students, and in 1926 Brigham experimentally
administered the first Scholastic Aptitude Test (SAT) to 10,000 students.
This test, modeled on the Army Alpha test, was soon adopted by several Ivy
League colleges, which sought an efficient means to screen applicants and
“expand opportunities throughout the country for students who did not
come from the upper class” (Calvin, 2000, p. 24). By the beginning of
World War II, the SAT became widely used by selective colleges and univer-
sities as part of the admissions process (National Research Council, 1999).

Following World War II, the demand for standardized admissions tests
increased sharply as the number of applicants—fueled in part by expanded
opportunities to attend college as a result of the GI Bill—rose (Wightman,
2003). Standardized tests scores were viewed as an efficient mechanism
with which college admissions committees could assess the talent and skills
of a growing applicant population (increasingly composed of individuals
who were not part of the existing educated class) with which admissions
officials were largely unfamiliar. Tests were therefore viewed by many,
including college administrators, applicants, and the general public, as an
opportunity to “open the doors of educational opportunity to a broad
range of students . . . particularly . . . to the elite schools in the northeast”
(Wightman, 2003, p. 2).

Health professions training programs also experienced needs for stan-
dardized tests to assist admissions decisions, given greater public demand
for access to medical education and the wide range of academic preparation
of applicants. In 1930 the first version of the Medical College Admissions
Test (MCAT) (then called the Scholastic Aptitude Test for Medical School)
was developed and implemented (Wightman, 2003). Its potential value in
admissions was clear: given high rates of attrition among freshman medical
students (chiefly for academic reasons), medical schools sought a means to
predict success in medical education and avoid wasting student slots. With
greater use of subsequent versions of the MCAT, national medical student
attrition rates declined from 20 percent in 1925 to 7 percent in 1946
(McGaghie, 2002).

Admissions tests have evolved considerably since their early versions
(the MCAT has undergone five substantive revisions; McGaghie, 2002),
and in some cases reflect different purposes. The SAT, for example, was
originally developed to assess general verbal and mathematical reasoning as
a means of predicting applicants’ aptitude to do college-level work. The
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American College Test (ACT), which evolved primarily in the Midwestern
United States, offered colleges a tool to assess students’ explicit content
knowledge and their ability to apply this knowledge in college. The ACT
was therefore not only an admissions tool, but also offered a means of
assisting students in course placement and academic planning (National
Research Council, 1999). More recently, the SAT II (Scholastic Achieve-
ment Test) has been developed to assess content knowledge in academic
subjects.

The Benefits of Standardized Tests

Standardized admissions tests remain beneficial in assisting admissions
decisions for at least three reasons. First, the educational experiences of
applicants vary considerably, as the U.S. educational system emphasizes
local control of educational standards, funding, and curricula. In addition,
applicants often have different educational experiences and opportunities.
Standardized tests offer an efficient means of comparison among students
who have diverse educational backgrounds.

Second, sta